surgeons with whom the anesthetist works refer cases for an opinion. Further, some specialties and surgical units do not refer cases at all. At Addenbrooke's Hospital there is always a senior member of the anesthetic department who can give an 'instant opinion' if a surgeon needs guidance before putting a patient straight on the waiting list. Another important consideration in preoperative assessment is likely to be the increasing prevalence of day surgery. Here the patients need medical clearance from a senior member of the department. Minor surgery does not necessarily mean minor anesthetic problems.
I would hope that all trained anaesthetists are reasonably competent physicians. They do not need to be expert, but rather to be alert for any problem differing from the normal. They will have expert colleagues on the staff. So often the assessment is one of function, rather than of a particular medical disorder. The anesthetist should be able to interpret X-rays and ECGs and' tests of cardiorespiratory function, but it is his knowledge of how surgery and anaesthesia derange body ftunction, which may be altered already, that gives preoperative assessment its importance. Yours % of 240 cases treated by radium alone is not significantly different from the 58.7% of 225 cases treated by radium and supplementary X-ray therapy to the pelvic walls. However, from the results of this trial a difference of 10% between the two treatments could still exist, with the advantage to the radium and supplementary X-ray therapy group. The retrospective figures for patients treated for Stage II carcinoma of the cervix in Liverpool show that 52.2% of the cases treated by radium only are free of recurrence at five years and 51 % of those treated by radium and supplementary X-ray therapy. Evidence tha't pelvic lymph nodes are involved by tumour in 40% of patients with Stage II disease was presented in the paper by Dr Joan Baker (p 677), whilst Miss Margaret Snelling (1969, XII Int. Congr. Radiol., Tokyo) reporting on the results of a series of 291 patients with carcinoma of the cervix treated by preoperative intracavitary radium followed by Wertheim's hysterectomy showed that the incidence of lymph-node invasion in the Stage II cases was 32 %.
It would be easy to draw the conclusion that supplementary X-ray therapy to the pelvic lymph nodes is ineffective. However, Kottmeier (1964, Acta obstet. gynec. scand. 43, suppl. 2, 1-48) has reported cases in which biopsies of pelvic lymph nodes were taken prior to irradiation and long survival reported in substantial numbers of those patients whose lymph nodes bore tumour. A less obvious conclusion is that the appearance of carcinoma in the regional lymph nodes does not inevitably lead to clinical progression of disease and death in all patients. Similar discrepancies between the incidence of involved lymph nodes and the numbers of patients presenting with clinical evidence of lymph node disease has been shown in squamous carcinoma in the head and neck and in adenocarcinoma of the breast. Is it possible that the same situation exists in carcinoma in the pelvis?
Dr Coles' interesting results should make us question our concept of regional treatment of carcinoma of the cervix, but with caution. Taken at face value they would seem to indicate that prophylactic lymph node irradiation in early Stage II carcinoma of the cervix condemns the patients to four weeks superfluous hospitalization, and heavily stressed radiotherapy centres to expensive use of scarce resources, for no advantage. Clearly, the matter must be the subject of further detailed study. Yours sincerely ROGER RYALL 14 September 1976 From Sir John Stallworthy Headington, Oxford Dear Editor, It is regrettable that-the report of the combined meetings of the Sections of Radiology and Obstetrics & Gynecology (September Proceedings, pp 673-686) did not include a contribution from Professor Nina Einhorn of the Radiumhemmet, Karolinska Institut, Stockholm, who spoke at the meeting on the combination of radium and postirradiation radical surgery. It was the first such report at a British meeting from Radiumhemmet describing a major change in policy introduced by Dr Kottmeier in 1963. The significance and potential influence of this on current and future thought requires comment: no longer can the practice at Radiumhemmet be quoted as convincing evidence that radiation is the only treatment for cervical cancer. Their initial use of combined therapy has produced encouraging results which can be expected to improve with increasing experience of postirradiation surgery. The routine used is similar to that practised at Oxford since 1939 and now adopted in many world clinics. Sincerely JOHN STALLWORTHY 21 September 1976 From Dr MLederman Chairman, Division ofRadiotherapy and Oncology, Royal Marsden Hospital, Faliham Road, London SW3 Dear Sir, Few can deny the valuable contributions made by British surgeons and radiotherapists to the treatment of cancer of the cervix. The pioneer work of the Bonney surgical school had in the same era its counterpart in the radiation techniques developed by Ralston Paterson and the Manchester school which are in world-wide use to this day. Yet in spite of the technical expertise available, it has long been apparent that the results of treatment of cancer of the cervix obtained in the United Kingdom are among the worst in the world. Possible reasons for this were discussed by Blaikley et al. (1969, Jouirnal of Obstetrics and Gynwcology of the British Commoniwealth 76, 729-740) but no valid answer was found. The fact that radiotherapy dominated treatment in this country for a generation or more was not relevant in so far as centres relying on surgical treatment provided no better results. However, in this context, the contributions to the meeting held in February 1976 make sad and disappointing reading. Whilst the title of the discussion is the treatment of Stage II cancer of the cervix no uniformity of definition is apparent. Dr Cole talks about 'Stage I1 early and advanced', Mr Feroze quotes FIGO and Dr Baker includes cases with intra-abdominal nodes, lymphographically demonstrated.
This lack of uniform classification is reflected in the treatment advocated: Dr Cole, relying on a trial completed in 1963, advocates intracavitary radium alone for early Stage I1 and shows that the addition of supplementary external radiation to this group of cases adds nothing to the survival rate and, curiously enough, that the use of megavoltage radiation gave results no better than those obtained by orthovoltage X-rays. Early Stage It cases treated without supplementary external radiotherapy gave a 63.7 % five-year survival rate whilst the advanced Stage IT, with parametrial infiltration, where external irradiation was used, gave a 52.3 % crude survival rate. Few centres having adequate facilities would agree with the policy of withholding external radiation in Stage It cases and this is indirectly conceded by Dr Cole, who state's that a clinical trial has been established to show whether increasing 'the volume irradiated by. X-rays' can improve survival rates starting with Stage III cases in the'first instance.
Mr Feroze had drawn extensively on the 15th Annual FIGO Report (1975) to stress the inferiority of the results obtained in the UK. He has also with some desperation tried to provide evidence to show the superiority in treatment of surgery and radiotherapy used in combination but finally concludes that the combined method has been shown to be 'an effective form of treatment'. Incidentally, his personal table of material from King's 'College Hospital shows the natural degree of selection of cases for surgery, namely most of the Stage IIA are surgically treated and the majority of JIB cases referred for radiotherapy. Dr Baker's paper illustrates the value of lymphography in relation to planning radiation techniques and although this investigation is not allowed to influence staging, it merits routine use. The 72 % five-year survival rate for combined Stage hIA and B appears to depend on the use of statistical refinements spurned by Dr Cole, who relies on crude survival rates. The urgent need for uniformity in presentation of results is thuis well illustrated.
Bowel damage after radiotherapyls an unhappy topic for radiotherapists and is interestingly discussed by Mr Jackson.
The conclusions to be drawn from the meeting are that there is urgent need for both surgeon and radiotherapist, particularly the latter, to try and break out of the present impasse. Apart from the use of newer techniques, e.g. the cathetron and neutron therapy, serious consideration should be given to a trial based on the accurate reproduction of existing techniques which have proved highly successful in other countries. Yours faithfully M LEDERMAN 23 September 1976 Cervical Lymph Node Metastases From Mr HJ Shaw Dear Sir, I hope you may allow me to reply to Mr Stell's letter in the Proceedings (August, p 627) which followed my comments in the July issue (p 537) on his paper (June, p 411).
To take first the place of surgery in. bilateral neck metastases from head and neck squamous carcinoma, I must insist that if the primary lesion can be controlled bilateral neck dissection should not necessarily be denied these patients on the grounds of a poor prognosis. Mr Stell states firmly that it is contraindicated except in patients
